Abstract: Nativity differences in birth outcomes in the United States are well documented, with more favorable outcomes among children of foreign-born parents than those of native-born parents. Using longitudinal data on mothers from the United States Fragile Families Study (N~4,000) and the United Kingdom Millennium Cohort Study (N~15,000), we provide a comparative and longitudinal perspective on nativity differences in mothers' health behaviors. First, we ask whether healthier behaviors observed among Hispanic immigrants in the United States extend to foreign-born mothers in the United Kingdom., including South Asian, black African and Caribbean, and East Asian immigrants. Second, we consider the persistence of differences throughout early childhood. The findings demonstrate healthier behaviors among foreign-born mothers in both the United States and the United Kingdom, including both socioeconomically disadvantaged and advantaged mothers. These differences are stable over early childhood, suggesting a "universality" of healthier behaviors among foreign-born mothers-spanning racial/ethnic and socioeconomic groups, time, and two different policy contexts.
Introduction
There are striking advantages in birth outcomes and infant health among the children of foreign-born mothers (Hummer et al. 1999; Landale, Oropesa and Gorman 1999) . Similarly, the occurrence of infant mortality and low birth weight is significantly lower among foreign-born, Hispanic mothers than would be expected on the basis of their socioeconomic resources (Hummer et al. 1999) . This evidence has led to hypotheses about an "immigrant paradox," complementing evidence of a "Latino mortality paradox" among adults, whereby Latino adults experience lower rates of many diseases than non-Latino whites, as well as higher life expectancy (Abraido-Lanza et al. 1999) .
Most research on the health behavior of immigrant mothers comes from work in the United States, particularly among Latin-American populations. The benefits of existing research notwithstanding, an examination of one ethnic group or country of origin cannot highlight ethnic stratification in the degree of immigrant families' advantage. In addition, much existing work uses cross-sectional data and focuses on the period around birth, prohibiting an adequate test of the theory of unhealthy acculturation. In this article we extend existing research by asking 1) whether the advantage in immigrant mothers' health behavior extends to immigrant mothers in several ethnic groups in the United Kingdom, and 2) whether the advantage persists beyond infancy. Focusing on mothers' health behaviors, we compare immigrant mothers to their nativeborn ethnic counterparts as well as to native-born whites, using data from two large, longitudinal birth cohort surveys-the U.S. Fragile Families Study and the U.K. Millennium Cohort Study.
These data are particularly well suited for studying immigrant mothers over time because of their diverse samples, high response rates and longitudinal designs. Revealing the early origins of inequality in the health environments of immigrant and native-born families is an important step toward identifying critical periods of investment, especially as children in immigrant families comprise an increasing proportion of all children and adolescents (Hernandez 2004) .
Background

Is the immigrant advantage universal?
A large body of research, carried out mostly in the United States, documents healthier behaviors among foreign-born mothers, who are more likely than native-born mothers to fully immunize and breastfeed their children (Anderson et al. 1997; Kimbro et al. 2008) , and less likely to smoke and drink during pregnancy (Harley and Eskezani 2006; Landale, Oropesa and Gorman 2000) . Most research on the health behavior of immigrant mothers has focused on Latin-American populations, which comprise the majority of immigrants to the U.S. Markides and Coreil 1986) . Contemporary immigrant families are increasingly diverse on a number of dimensions, however, including their country of origin, level of education, the quality of their schooling, their reasons for migration, and skin color, among other factors (Alba and Nee 2003; Zhou 1997) . It is therefore unsafe to assume that patterns observed among the Latin-American population are representative of the broader immigrant experience.
In this study we turn the lens on the United Kingdom, which allows us to examine whether patterns observed in the United States extend to other foreign-born populations with very different regional origins, including Europe, South Asia (India, Pakistan and Bangladesh), Africa and the Caribbean. We know very little about immigrant/native differences in mothers' health behavior in the United Kingdom despite the presence of a sizable foreign-born population in that country. One U.K. study that combines all ethnic groups finds that immigrant mothers have healthier smoking behavior than native-born mothers, suggesting that immigrant/native differences may be similar in the United Kingdom and the United States (Hawkins et al. 2008) .
Similarly, a larger literature on ethnic differences documents a positive influence of ethnically dense neighborhoods on maternal depression ), an ethnic minority advantage in smoking behavior (Kelly et al. 2009) 2 , and lower levels of asthma among the children of Bangladeshi mothers (Panico et al. 2007 ). Most studies, however, do not distinguish between ethnicity and nativity, primarily because of data limitations (see Labree et al. 2011) . In this study we examine whether the immigrant advantage extends to mothers in the United Kingdom, while distinguishing between ethnicity and nativity.
Does the advantage in immigrant mothers' health behavior persist beyond infancy?
Theory is ambiguous with respect to whether the healthy behavior of foreign-born mothers is expected to persist over time. The theory of unhealthy acculturation suggests that the advantage of foreign-born mothers will decline as mothers adapt to their new residential and socioeconomic conditions and become more similar to their native-born peers (e.g, Arcia et al. 2001; Guendelman, Cheryan and Monin 2011) . Consistent with the unhealthy-acculturation argument, most empirical evidence shows that immigrant adults' health advantage is more pronounced among recent immigrants (Harley and Eskenazi 2006, Hawkins et al. 2008 
A note about cross-national comparisons
The increased compositional breadth gained by a cross-national approach is an important benefit of our study. At the same time, it is important to emphasize that any differences we observe across countries cannot be attributed to a single factor; the United States and United Kingdom differ on several dimensions, all of which could contribute to cross-national differences in the health integration of immigrant mothers. First, the two countries differ in terms of the cultural traditions and socioeconomic profiles of their immigrant populations. The United Kingdom has a higher proportion of immigrant families from high-income countries: 37percent in the United Kingdom vs. 24percent in the United States (Hernandez et al. 2009 ).
Within the United Kingdom, black Caribbean migrants have lower education and occupational qualifications than native-born whites, on average, whereas South and East Asian migrants are more bimodally distributed, with strong representation in high-qualification categories (Modood 2003) . U.S. research demonstrates similar nativity differences in socioeconomic status.
Immigrants from Latin American countries earn less than U.S.-born whites and their U.S.-born ethnic peers (Allensworth 1997) , and these patterns changed little between 1970 and 1990 (Snipp and Hirschmann 2005 . In contrast, other foreign-born adults are clustered at both ends of the socioeconomic hierarchy and have been more successful than Hispanics, on average, in converting education into economic and occupational success (Iceland 1999; Niedert and Farley 1985 The multitude of population and policy differences between the two countries could produce cross-national variation in the degree of the immigrant advantage that we observe, making it difficult to attribute any differences to a particular source. Evidence of similar patterns across countries, however, would be noteworthy.
Data and Methods
Data
We analyze two national birth cohort studies to study nativity differences in health Information was first collected from parents when their children were nine months old, with follow-up interviews with the main caregiver (usually the mother) at ages three, five, and seven.
We use data through age five to maximize comparability with the FFS. Asian, black, and white mothers, we treat them as a separate group.
Mothers' health behaviors
In both surveys, we examine mothers' health behaviors around the time of the child's birth, and between birth and age five. We build on parallel bodies of evidence documenting an immigrant advantage in children's birth outcomes (e.g., Collins, Wu and David 2002; Hummer et al. 1999; Wingate and Alexander 2006) and in adults' health (e.g., McDonald and Kennedy 2004) . Mothers' health behaviors are markers of children's health environments and are strongly related to children's health, cognitive development and socioeconomic attainment (Alexander and Korenbrat 1995; Jackson 2010; Power et al. 2007; Wakschlag et al. 2002) .
At birth, we measure breastfeeding initiation (yes/no), smoking during pregnancy (yes/no), and early prenatal care (first trimester). We focus on behaviors meaningfully related to both mothers' and children's health that are comparable across the two data sources, and focus on behaviors that are likely to have intergenerational consequences. Mothers' smoking and breastfeeding behavior, as well as the quality of prenatal medical care, are strongly related to children's physical, behavioral, and cognitive development (Alexander and Korenbrat 1995; Heikkila et al. 2011; Kelly, Day and Streissguth 2000; Oddy et al. 2003; Wakschlag et al. 2002) .
Although it may seem that the greater likelihood of socioeconomic disadvantage in the FFS would mean that these mothers are more likely than mothers in the larger population to benefit from prenatal care assistance, identical findings persist when the sample is weighted to be nationally representative of all births in large U.S. cities. Though distinguishing among levels of prenatal smoking would be ideal, there are not enough cases in each nativity group when we distinguish among nonsmokers, low/medium smokers, and those that smoke heavily. Sensitivity analyses (based on small numbers) demonstrate that the findings are very consistent when we disaggregate smoking by degree, increasing confidence that this measure provides a reasonable proxy. In early childhood-ages one to five-we continue to measure mothers' smoking behavior around the child (yes/no).
Sociodemographic characteristics
We measure characteristics correlated with both nativity and mothers' behaviors. In the United States, maternal education separates mothers with less than a high school education, a high school diploma, some college, and a college diploma or higher. In the United Kingdom, we use a comparable measure, separating mothers with no qualifications; Ordinary Level examinations (typically school leaving qualifications taken at age 16); A-level college entrance exams and vocational equivalents; and university degrees. Family income is measured using household poverty ratios (adjusted for household size and the number of children). In each sample we distinguish between ratios below 100 percent of the poverty line; ratios 100 to 199 percent of the poverty line; 200-299 percent; and 300 percent or above. Using other cutoffs, including separating households in the top 30 percent from those below, does not change the findings. At each age, family structure measures differentiate between mothers married, mothers who are cohabiting, and mothers who are single. At age five, the married and cohabiting categories include both biological and "social" fathers. We also control for mothers' age at birth and the child's sex. Additional controls (language spoken at home, measures of mothers' social support) did not change the substantive findings about immigrant/native differences, so we do not include them in the final models. Table 1 shows that nativity groups vary dramatically in their levels of education and family income. In the United States, foreign-born, non-Hispanic mothers have above-average levels of education and family income: Forty-nine percent of these mothers have completed college or more, for example, relative to 22 percent of the total sample. In contrast, Hispanic The substantial within-immigrant variation in mothers' education and economic resources is relevant in the predictions of hypothesis 3, which tests a stratified model of mothers'
health-related integration. In particular, if hypothesis 3 is supported, we should expect to see faster health decline among Hispanic immigrant mothers in the United States, and among black and South Asian immigrant mothers in the United Kingdom.
Method
We begin by examining cross-sectional nativity differences in mothers' health behaviors before birth, around the time of birth, and at age five. For each outcome we use binary logistic regression to estimate the likelihood that each mother (i) engages in a particular behavior (p):
We estimate nativity differences among mothers around the time of children's birth, net of the previously described age-specific measured sociodemographic factors, to establish within and cross-country patterns. From the parameter estimates we calculate the predicted probability of being in a particular category of each outcome, for immigrant and native mothers in each ethnic group with otherwise average characteristics.
In order to examine the persistence of nativity differences into early childhood, we use mothers' smoking behavior as our focal measure in multilevel growth-curve models that dynamically evaluate convergence or stability in immigrant and native-born mothers' smoking over the child's early life course. Most existing research relies on cross-sectional data to stratify by the number of years in the host country or by immigrant generation. Neither generational status nor duration of residence can reveal whether mothers have different trajectories, however.
Among the foreign born, for example, there may be compositional differences varying by the year of arrival that have little to do with temporal patterns, including the context of reception, reason for migration, or socioeconomic circumstances. Though measures of duration provide a useful proxy for cohort differences among immigrant families, they do not distinguish between immigrant/native differences due to variation in immigrant composition or the context of reception, and differences due to changes in the same mothers' behavior over time.
Growth curve models assess not only cross-sectional variation but variation in growth or decline over time within the same individuals, providing a way to examine whether trajectories vary around a mean and whether that variation can be predicted by covariates. The unconditional model estimates a mother-specific (i) and child age-specific (t) trajectory of maternal health behaviors (measured continuously), (y), as a function of a mother-specific intercept ( 0  ), and mother and time-specific slopes ( 1  ), age (A), and errors (  ). This mother-level trajectory equation can be written as follows: (1) The second level of the growth model allows mothers' trajectories to vary as a function of not only children's age but of covariates that vary across mothers. This amounts to equations for the random intercepts and slopes:
(2) where X denotes time-invariant measures (e.g., nativity, sex) that predict group differences in intercepts and slopes, and  denotes random error terms. These equations result in a combined model:
Because our measure of smoking is dichotomous, we extend equation (3): We use this modeling strategy to examine the pace of change in mothers' propensity to smoke during early childhood. Because a measure of smoking around the child is not available at age one in the United States, we examine smoking behavior (not explicitly smoking around the child) for the growth curve analysis. The U.K. smoking measure remains the same. When examining behavioral change, it is important to consider how much change should be expected to occur in a short (five-year) time period. It is possible that immigrants selectively decide whether to adopt particular behaviors and norms of the host country. In the case of smoking, if immigrant mothers have below-average smoking rates upon arrival, then we might not expect them to change their behavior as the host country decides that it is unhealthy. This form of social-change argument would be more viable over a longer time period, however.
Missing data, selection and attrition
Missing values on predictor and outcome variables are imputed using multiple imputation, using complete data from theoretically relevant predictor variables to fill in missing values (Allison 2002) . It is impossible to study patterns over time without also considering health selectivity. If those who migrate are the healthiest of their sending populations, then some degree of "regression to the mean" may be inevitable (Jasso et al. 2004) , producing a pattern of convergence that occurs for reasons independent of unhealthy acculturation. Factors related to migration-who migrants are and whether they represent their sending population-should therefore be considered as possible explanations for nativity differences, as well as changes in their size over time. Foreign-born mothers, for example, may make up the members of their native population with the healthiest lifestyles, given recent evidence of socioeconomic gradients in smoking and obesity among women in countries with previously inverse relationships between socioeconomic status and health behavior (Buttenheim et al. 2010) . If so, they may be positively selected on health behavior, driving up estimates of the immigrant advantage. Because we cannot compare the health of these foreign-born mothers to that of mothers in their home countries, any immigrant advantage we observe should be interpreted as an upper bound.
Though the two surveys we analyze do not include information about mothers in the countries of origin, we are able to compare the breastfeeding and smoking behavior of our mothers with the same behaviors of women in the largest sending countries in our two samples.
We use published data from multiple years of the Demographic and Health Surveys (DHS) and World Health Organization (WHO) in Mexico, the Dominican Republic, Bangladesh, Germany, India, Ireland, and Pakistan. Table 2 
Findings
Is the immigrant advantage in mothers' health behavior universal?
The first research aim is to examine whether the immigrant behavioral advantage extends to mothers in the United Kingdom. Table 1 suggests that is does, revealing striking nativity differences in mothers' health behaviors in both countries. In the United States, 18 percent of native-born mothers smoke during pregnancy, compared to 4 percent and 1 percent of nonHispanic and Hispanic immigrant mothers, respectively. All immigrant mothers are also more likely than U.S.-born mothers to breastfeed, and less likely to smoke around their children at all ages. In the United Kingdom, South Asian, black, and other immigrant mothers are less likely to smoke during pregnancy, less likely to smoke around their children, and more likely to breastfeed. White immigrant mothers, although more likely to breastfeed than native-born mothers, have only slightly lower levels of prenatal smoking. Importantly, in both countries there are very small differences in immigrant versus native-born mothers' receipt of early prenatal care, suggesting that the United States largely succeeds at providing health care access to children, despite a health care system with less universal access than in the U.K.
The descriptive distributions described above indicate that large nativity differences in mothers' health behaviors exist in both the United States and the United Kingdom. Because differences persist throughout early childhood, these descriptive findings are more consistent with hypothesis 2 (predicting stable immigrant/native differences) than hypothesis 1 (predicting a faster decline in healthy behavior among foreign-born mothers). In addition, because healthier behaviors exist throughout early childhood among more socioeconomically disadvantaged immigrant mothers-specifically, Hispanic, black, and South Asian mothers-the descriptive findings are inconsistent with the third hypothesis, predicted by the segmented assimilation literature, that healthy behaviors should decline most rapidly among socioeconomically disadvantaged ethnic groups. Table 3 examines these questions for the United States more rigorously, presenting parameter estimates from multivariate models of nativity differences, adjusted for sociodemographic factors. Each column contains estimates for a different outcome. The first panel of Table 3 ). These differences are even larger among Hispanic immigrants, at 95 percent (e -1. 200-1.648 ).
Consistent with the descriptive findings, there are few meaningful immigrant/native differences in early prenatal care use; the one exception is seen among immigrant Hispanic mothers, who are more likely than their native-born Hispanic peers to receive early prenatal care.
The odds of breastfeeding are more than four times higher for non-Hispanic immigrant mothers than for non-Hispanic white natives, net of observed social and demographic differences (e 1.378 ).
Hispanic immigrant mothers are even more likely to breastfeed-over six times more likely than non-Hispanic white native mothers (e 1.378 +0.466 ); this difference is marginally significant.
Hispanic immigrant mothers are also significantly more likely to breastfeed than their nativeborn, Hispanic peers.
These differences are better understood in the form of predicted probabilities. The first panel of Table 4 ), but no less likely to smoke while pregnant. South Asian, black, and other immigrant mothers are more likely to breastfeed than white natives; however, they are less likely to breastfeed than white immigrant mothers and, in the case of South Asians, than their U.K.-born ethnic peers. These three groups of mothers are significantly less likely to smoke while pregnant than immigrant and native white mothers, as well as U.K.-born mothers in their own ethnic group. As in the U.S., there is little evidence of immigrant/native differences in early prenatal care; the one exception is immigrant "other" mothers, who are more likely than their native-born ethnic peers to receive early prenatal care (as shown in a Wald test). The second panel of Table 4 reinforces these patterns more intuitively and also demonstrates the similar magnitude of immigrant/native differences in both countries. South Asian immigrant mothers, for example, are 97 percent less likely to smoke while pregnant than U.K.-born whites (0.212 vs. 0.009). The gaps are of similar magnitude for black and other mothers.
Thus far, two main findings emerge from Tables 3-5. First, in the United States, healthier behaviors among the foreign-born are not limited to Hispanics. Though in some cases the behavioral advantage is strongest among Hispanic mothers, there are also large differences between non-Hispanic immigrant mothers (most of whom are Asian or "other") and natives. We also find differences between non-Hispanic white immigrant mothers and their U.S.-born peers, despite the significantly higher average levels of education and family income available to these mothers. This finding adds to existing U.S. evidence that has produced mixed findings among the non-Hispanic foreign-born population. Second, extending the analysis to the United Kingdom shows that the "immigrant advantage" in mothers' health behavior extends to other groups. In the United Kingdom, patterns at birth are more varied among white immigrant mothers, the most socioeconomically advantaged foreign-born ethnic group. These mothers are significantly more likely to breastfeed than U.K.-born white mothers, but no less likely to smoke while pregnant. In contrast, South Asian, black, and other immigrant mothers are more likely to breastfeed and less likely to smoke. Although the foreign-born advantage may be strongest among the most socioeconomically disadvantaged groups, it is not limited to these mothers.
How persistent is the foreign-born advantage?
Having established strong differences between immigrant and native-born mothers near the time of children's birth, we move to the second research question: Does the behavioral advantage of foreign-born mothers persist beyond infancy? Specifically, we test three hypotheses: 1) that immigrant mothers adopt unhealthy behaviors more quickly, producing decreasing nativity differences as children grow up; 2) that immigrant mothers maintain healthier behaviors, resulting in stable nativity differences; and 3) that mothers in socioeconomically disadvantaged ethnic groups adopt unhealthy behaviors most quickly. We begin with crosssectional analyses, which can provide some insight into the persistence of nativity differences over children's early life course. Table 3 shows that, in the United States, the odds of smoking around the child at age five are significantly lower among non-Hispanic immigrant mothers than among native whites; non-Hispanic immigrant mothers are 60 percent less likely to smoke around their child. Differences between natives and immigrant mothers, or among immigrant mothers, are similar for Hispanics. In the United Kingdom, as Table 5 shows, white immigrant mothers are no less likely to smoke around their children at age five than native-born white mothers, whereas black and other immigrant mothers are significantly less likely to smoke. The fact that strong nativity differences remain at age five is consistent with hypothesis 2, suggesting stable differences over time. That U.K. black mothers-who are, on average, socioeconomically disadvantaged relative to their peers-are less likely to smoke when children are five provides evidence contrary to the predictions of hypothesis 3.
Because comparisons across nativity groups cannot fully reveal continuity or change in smoking trajectories, to better test hypotheses 2 and 3 we use a growth-curve modeling approach to dynamically assess within-mother patterns over time.
3 Tables 3 and 5 present estimates of nativity differences in mothers' smoking behavior when their children are ages one to five. The findings confirm a stable pattern of nativity differences, consistent with hypothesis 2. Moreover, that stability is observed among all ethnic groups is inconsistent with the predictions of hypothesis 3 that we should observe a segmented pattern of change in smoking.
The first row in each panel on smoking change presents differences in mothers' smoking behaviors at child's age one (the intercept of the intercept, or the log odds of smoking at age one for white native mothers), as well as the average change in smoking propensity between ages one and five (the intercept of the slope, or the change in smoking behavior for white natives).
Beginning with the United States in Table 3 , comparing intercepts and slopes among immigrant groups demonstrates that nativity is a significant predictor of smoking behavior at age one in both countries, with a significantly lower log odds of smoking (-2.721) among non-Hispanic immigrant mothers than among non-Hispanic white, U.S.-born mothers (-0.193 ). This baseline relationship is stronger still among Hispanic immigrant mothers (-2.721-1.229). However, examination of the slopes suggests no evidence of a differential pace of change between ages one and five in smoking behavior between foreign and native-born mothers, when compared to both native-born white mothers and to their native-born ethnic peers. Foreign-born Hispanic mothers have a lower predicted increase in smoking propensity (-0.164) than non-Hispanic white natives (-0.007, the intercept of the slope), but these healthier temporal patterns are not statistically significant. Differences between Hispanic native and immigrant mothers are also statistically insignificant, as shown by the Wald tests at the bottom of the table. In contrast, native-born black and Hispanic mothers increase their smoking propensity at a faster rate than their nonHispanic white peers, though they are still less likely to smoke by the time children are age 5. Table 5 also reveals stability in nativity differences between birth and age 5 among U.K.
mothers. Despite lower smoking intercepts among South Asian, black and other immigrant mothers, there is no nativity variation in the pace of smoking change. Overall, findings from the growth-curve analysis suggest that, although there are differences in mothers' smoking behaviors across nativity groups, the disparities are fairly stable over time. This finding is inconsistent with convergence that could be driven by either regression toward the mean (due to high levels of selection on health and healthy behaviors) or unhealthy acculturation due to behavioral changes during early childhood.
Discussion
In Before summarizing our findings and their implications, it is important to weigh the merits of this research against its limitations. First, we cannot compare the health of children born to immigrant mothers to that of children born to mothers who do not migrate (in order to assess the degree of selective migration among immigrant families). Though descriptive comparisons of our samples with smoking and breastfeeding data from several countries of origin increase our confidence in the representativeness of the mothers we study, any immigrant advantage we observe should nonetheless be interpreted as an upper bound. Second, the large number of differences in population composition and policy across the United States and United Kingdom limit our ability to attribute cross-national variation to a particular source.
These limitations notwithstanding, analysis of two rich national and longitudinal data sources yields several important findings. First, extending our analytic consideration to the There are some caveats to our findings about the stability of immigrant/native differences. First, although the five-year time window is an improvement over existing crosssectional research, it is possible that convergence in mothers' behaviors would occur over a longer time period. As more data become available, it will be possible to study whether these patterns extend beyond early motherhood, and whether they depend on changes in families and social networks. Secondly, though we examine change in smoking behavior as a temporal extension of the abundance of existing research on prenatal smoking, it is possible that immigrant/native convergence occurs for other health behaviors.
That we observe largely similar patterns across the United States and the United Kingdom in most of the outcomes we examine is striking. Important differences in U.S. and U.K.
immigrants' regional origins and reasons for migration, and in the policy structure of each country, might have led us to expect some differences in patterns across the two countries.
Examining immigrant/native differences in the two countries provides an extension of the analytic lens beyond the United States, which has informed much of our understanding about mothers' health behaviors in the context of immigration. Although we are unable to fully rule out the possibility that immigrant mothers are a selective sample of their origin populations, in the absence of this selection process it may be that factors related to immigrants' origin culture may be protective with respect to their health behaviors, in this case those that are tied closely to their children's health environments. This protective pattern may be less pronounced for domains of child wellbeing that are more reliant on structural resources, such as cognitive development.
Health selection, cultural differences, and changing environmental circumstances undoubtedly play a role in explaining patterns of nativity-based inequalities observed in the host country. The varied family, neighborhood, and social arrangements experienced by immigrant families imply that as children age, environmental factors beyond their parents' behaviors will inform their subsequent trajectories. Given the large number of first-and second-generation parents and children in the United States and the United Kingdom, it is increasingly important to understand the evolution of health trajectories among this diverse group of families and children.
If immigrant families practice healthier behaviors, the challenge lies in maintaining healthy environments over time, as well as finding ways to extend those benefits to the broader population. 
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